Adjectives are supposed to describe the associated noun more fully or definitively, and the adjective physical is sometimes added to words such as medicine, rehabilitation and disability. What increase in description does its use allow? The adjective was probably added when rehabilitation started to develop for several reasons: it contrasted the mode of treatment with pharmacology and surgery; it contrasted the nature of the supposed aetiology with emotionally generated disorders, especially shell-shock; and it justified the presence of rehabilitation within the profession of medicine. Its continued use, however, perpetuates a Cartesian, dualist philosophy. This editorial uses the World Health Organization International Classification of Functioning (WHO ICF) model of illness to analyse its continued use, and concludes that its continued use may disadvantage both patients and the practice of rehabilitation.
Introduction be to speak of red medicine, red disability or red rehabilitation. Historically, rehabilitation has often been referred to as physical medicine, and disability has sometimes had the adjective physical applied to it, and on occasion people refer to physical rehabilitation. But this use of the word 'physical' raises interesting questions. For example, what is non-physical medicine? Is it metaphysical medicine? When is disability non-physical? Is it when it is imaginary and if so who is doing the imagining, the patient or the health care professional? How would you define non-physical rehabilitation? Is it paranormal rehabilitation? Adjectives are supposed to describe the associated noun more fully or definitively but once one starts exploring the use of the adjective physical in this context a whole series of questions arise.
In this editorial I hope to demonstrate that the word physical cannot be applied to the words medicine, disability or rehabilitation because the concepts and theories that underlie its use in these situations are logically flawed. In other words I hope to convince you that the use of the word physical in these situations is not a matter of choice or opinion, but it is no more possible than it would (0 2006 Edward Arnold (Publishers) Ltd Background Rehabilitation began its development into a modern medical speciality in the context of war and war injuries. For example the British Council of Rehabilitation was founded in 1944. In war many people lost limbs, and health services responded by providing equipment such as prostheses and wheelchairs. At the same time therapies were developed to build up muscle strength and cardiovascular fitness, both of which were often markedly reduced through prolonged rest. Not only were the interventions very physical, but the word may also have been added to contrast this type of rehabilitation with that being developed for soldiers suffering shell-shock which, if it was considered an illness at all, was certainly considered a mental problem.
Interestingly the historical stigma and doubt associated with the diagnostic label shell-shock probably still exists, albeit attached to different labels such as chronic fatigue syndrome and 10.1 191/0269215506cr952ed fibromyalgia. These words may carry an assortment of assumptions, and often hide an assortment of prejudices and stigmatization including considerations of reality ('There is really nothing wrong with this person'), worthiness ('We should not be using our resources on this type of problem (or this type of person)'), and objectivity ('Because there is no proven, observable pathology there is no illness here'). Also, as in the past, the diagnostic label may carry an implication that the patient's illness is not the responsibility of the (rehabilitation) service concerned, or even of health care services in their totality.
The use of the word 'physical' to describe a human attribute (for example, disability) implies that there is a non-physical side to human nature, a continuation of the philosophical position most famously articulated by Descartes (1596-1650). Although most people ostensibly agree that there is no such separation of mind and body, nonetheless most people continue to act as if there were. This is extremely well shown in an excellent and challenging book, Philosophical Foundations of Neuroscience.' Health care services also continue to act as if there were a clear separation of mind and body, for example separating out mental health services from other health services.
However applying the adjective 'physical' to rehabilitation, medicine, disability or illness may carry risks. It implies that there are problems that are non-physical (in origin or nature) and thus that there should be separate services for people with these problems. In turn this risks stigmatizing and possibly disenfranchising groups of patients.
The WHO ICF as an analytic tool
When analysing any complex situation, it is helpful to develop and use clear terminology to ensure that each concept is delineated and described accurately. Within health care systems the speciality of rehabilitation medicine has led the way, developing the model and vocabulary that underlies the World Health Organization's International Classification of Functioning (WHO ICF).2'3 This model will be used as a tool to investigate whether the word has any logically coherent meaning in this context.
A person presenting to health services can be considered to have an illness: the person believes that he or she has or may be suffering from some personal malfunction that requires further diagnosis and possibly treatment by health services. It should be stressed that the person considers himor herself as ill. They will not consider that their brain, or heart or whatever is ill (though they may believe that the cause of their sickness lies within one or other bodily part or organ). In other words illness (sickness) is an attribute of a person, not of any specific part of the person.
A brief analysis of illness using this model follows. It will start with the premise that the person has an activity limitation (disability) because almost all people presenting to rehabilitation services will have a disability. An analysis of some of the factors that may influence the nature and extent of an activity limitation is shown in Figure 1 . I should stress that the arrows shown are only a small selection of those possible, and that many illnesses do not have a single origin or cause, but arise from interactions within the system. For example a patient may have a specific disease label that was given by friends, or family, or a health care professional, or a patient may give himor herself a disease label all in the absence of any pathology.
Physical: having a pathology?
An ill person may have an underlying pathology (i.e. observable abnormality of structure or function of a specific organ or organ system), but many ill people (i.e. people presenting to health care services and/or other people as being sick) will not have any pathology to account for their symptoms and signs (impairments), activity limitations, etc.4'5
One use of the term physical, usually implicit and not made explicit, is to use the term to mean having a recognised (i.e. agreed) pathology. The intention is to exclude all people where non-organic causation is present (i.e 'functional' illness).5
There are two major problems with this use. Many people may indeed have a disease (pathology) present but the disease may not be the cause of the presenting impairments and limitation of activities, or may contribute only a minor part to the overall situation. It is indeed commonly agreed that emotional factors and external stresses commonly exacerbate almost any illness caused by or related to almost any pathology..Of equal importance, a significant proportion of people presenting to health care services,4'5 including rehabilitation services,6,7 have no underlying pathology.
In other words there is no categorical distinction between activity limitation that is due to pathology and activity limitation that is attributable to other factors such as emotional or cognitive disturbances or social stressors. It is only a matter of degree, with patients being seen across the whole spectrum. Moreover one patient may himor herself move across the spectrum.
This leads to two questions, one practical and one political. First, the presentation and apparent clinical need of patients will be similar, whatever proportion of the problem can ultimately be attributed to an underlying pathology. Is it sensible to have two sets of services for the same presenting problem? Second, is it morally just to decide that when a particular proportion of a person's problems cannot be attributed directly to an underlying pathology then they are denied help?
One argument sometimes put forward is that the needs of a patient are different even if the presenting problems are similar. If there were indeed a categorical distinction between patients, with some people having problems that were entirely due to a specific pathology and other people having problems that were entirely due to choice, or emotional stress (or whatever) then this might be a coherent argument. However in reality almost every patient will have multiple factors contributing to his or her problems, not simply the disease, and an effective rehabilitation service must be able to address them all. Furthermore it is in practice not easy to identify with any certainty all the factors contributing to the situation and it is certainly impossible to know with any precision the proportional contributions of each factor.
Physical: an impairment of limb movement?
The term might mean that the observed disability is due primarily to a motor impairment (or sometimes an absent body part). In other words the term physical is used as short-hand for activity limnitation secondary to motor impairment, absent body part, or other externallv visible impairment of Editorial 187 F 188 Editorial joints or limbs. In practice it is usually applied to rheumatological (including orthopaedic) conditions, spinal cord injury, and any condition requiring a prosthesis.
Attempts to specify that a particular physical impairment is the sole cause of an activity limitation are doomed to failure for many reasons.
First, most impairments are convenient and useful constructs that we use to summarize observed behaviours and they do not have any definite reality. The only exceptions are absent or grossly deformed body parts where there is clearly little room for disagreement. However the difficulties in agreeing on motor impairment and other impairments are obvious. Pain is perhaps the easiest example, but even such apparently simple impairments as ataxia, spasticity an upper motor neuron weakness are all subject to clinical disagreement. Moreover all occur regularly in people who do not have any underlying pathology (e.g. 'functional weakness').
Next, activity limitation rarely has a single exclusive cause. The effects of a motor impairment (or absent limb, or joint pain and swelling, etc.) are all moderated, usually to a great extent by many other factors. These include both impairments that are associated with the underlying pathology (if there is one) and impairments that arise for other reasons (perhaps from other diseases). Moreover the effects of contextual factors are of great importance.
Consequently there will always be at least two difficulties in determining who would be categorized as having a physical disability or needing physical rehabilitation. With some exceptions, there will be disagreements on whether or not a specified impairment was 'really present'. It would be even more difficult to define the proportional contribution made by any agreed physical impairments as contrasted with other contributing factors.
Physical: hands-on interventions?
Next physical might be used to suggest that the person needs (or appears to need) direct touch in terms of therapy and/or support. This covers such activities as directly helping with transfers or dressing, feeding someone, supporting them while they practise walking and helping them wash or bathe. By contrast it presumably would exclude activities such as supervising or monitoring for safety, giving advice or feedback, or encouraging independence. This definition is based at the level of activities (behaviour) and concerns the actions of other people in relation to the activities being undertaken by the patient.
As with the other definitions, there are difficulties in using this definition. Almost all treatments and care involve a mixture of hands-on ('physical touching') treatment and/or support, and more distant supervisory verbal treatment and/or support. It is inconceivable that any clinician would exclusively give only one or the other. If used alone, this definition would be unworkable. If used in conjunction with one or more of the other potential meanings, then the difficulties already listed still apply.
Physical: use of equipment and/or environmental changes?
Lastly the term could refer, as it may have originally, to interventions at the level of the patient's physical context. In other words to any intervention that involves adapting the environment in its broadest sense: providing special equipment, altering the fixed environment, altering other aspects of the physical environment and so on. It would cover all prostheses and orthoses, wheelchairs, environmental control systems, adapted clothing and cutlery and many other interventions.
Unfortunately this is still not a sensible distinction. Of course providing a suitable prosthesis or orthosis could be construed as physical in that it is altering the physical context of the patient. However two aspects of the intervention process reveal the difficulty. First, in the assessment prior to provision, the responsible orthotist or prosthetist will (or certainly should) have taken into account a wide range of factors such as patient wishes and attitudes, patient emotional state and cognitive state etc. that may influence the choice of orthosis or prosthesis and the likelihood of success, and may even determine whether an aid is the appropriate solution. Second, after the provision of the Editorial 189 equipment many other factors will influence the use of that equipment and usually it is necessary for the team to teach its use, alter attitudes and expectations, etc.
Again the use of the word physical is unnecessarily restrictive.
Physical cannot have any meaning in the context of rehabilitation So far, no clinically achievable or logically coherent meaning has been found for the adjective physical when used within the context of rehabilitation. There are two major reasons why the search is hopeless.
Rehabilitation is a problem-solving process. It is not a specific action. An adjective such as physical cannot logically be applied to a problem-solving process, any more than the adjective red could be applied to it. Processes do not have characteristics within the domain encompassed by words such as physical.
Even if one wishes to restrict the use of the word to one or other part of the process, difficulties will remain. The focus of all rehabilitation is the minimization of any limitation on a patient's activities that occurs within the context of an illness (as opposed to limitations imposed by nature, society or other reasons). If this is agreed, then rehabilitation must start by identifying the activities of concern and establishing how and why they are limited. Many factors impact upon activities (see Figure 1 ). Any competent rehabilitation service must start by considering all potentially relevant factors. If it restricts its initial analysis to a limited selection of potential factors it will inevitably fail to deliver an appropriate and effective service to many patients. Furthermore, given the large number of factors that will impact upon the situation it would be inefficient only to intervene on a proportion of those that can be changed.
Consequently it is clinically inefficient for a rehabilitation service to restrict itself deliberately to intervening in only a limited way. Either the service calls upon another service to undertake other important interventions, or some of the patient's needs are simply ignored. Neither is a sustainable option.
Potential criticisms of this analysis
One criticism sometimes thrown at the analysis offered is that it implies that every rehabilitation service should or must treat all of the factors identified as being relevant for every patient ever seen. Those defending the use of the word physical do so on the grounds that it limits their personal responsibility.
This is flawed thinking. The first duty of the rehabilitation expert is to understand as fully as possible all the factors that are important in the situation. This does not carry any second duty to resolve all those factors. It does, however, suggest that rehabilitation service should ensure that all factors identified that are amenable to treatment do receive treatment either from the service itself, or from another service. Generally a service should expect to refer out only a small proportion (say 10-15%) of patients.
However it is also incumbent upon services to state when something is not treatable. It is important for services not to treat the minor problem that is treatable if some large untreatable problem exists that overwhelms the situation; it is a waste of resources and raises unrealistic hopes.
Conclusion
The use of the adjective physical when applied to health care services such as rehabilitation is not possible logically. It is no more appropriate to refer to physical medicine that it is to refer to green photosynthesis; both are errors in logic as health care is a process and consequently cannot have a physical aspect. It is logically possible to apply the adjective to an activity limitation (disability) but in practice it is difficult to devise a sensible, coherent system of categorization around this. Given the problems and risks associated with its use, I suggest that it is no longer used.
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